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 S 000 INITIAL COMMENTS  S 000

This visit was for the investigation of one (1) state 

complaint.

Complaint number:  IN00157649

Unsubstantiated;  Lack of sufficient evidence  

Date of survey:  11/18/14

Facility number:  005051

Surveyor:  Jennifer Hembree RN

Public Health Nurse Surveyor

Indiana University Health is in compliance with 

410 IAC 15-1.5-6 Medical Staff.

QA Review: JLee 12-04-14

 

Indiana State Department of Health

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 16899STATE FORM UU0H11


